Abstract Physician participation in fee-for-service
Most of those studies are based on the economic two-market theory of Sloan et al. (1978) . This theory assumes that there are two separate markets, public and private. In the private market, the physician is a price setter, generally receiving reimbursement that is close to the amount billed: the physician sets the fee. In the public market, the physician is a price taker: the fees are generally fixed and the physician can provide as many services as desired at the fixed price. The assumption is that physicians will prefer to provide care to private patients -where they are price setters -leaving less time available to see patients in the public market.
However, it is possible that the growth of managed care has changed the nature of the private market, with physicians only marginally being considered price setters in areas with a high concentration of managed care plans. In urban areas with an adequate supply of physicians, managed care plans set the fees, and negotiation on reimbursement amounts is limited. In contrast to declining participation in Medicaid programs, physician participation in commercial managed care programs is growing rapidly in many geographic areas of the country.
This study examines the differences between physicians' perceptions and attitudes toward commercial managed care plans and Medicaid managed care plans in Arizona, using the two-market theory of Sloan et al. (1978) as a framework. In most states, with the exception of Arizona, which has been heavily involved in managed care Medicaid for about twelve years, the development of managed care Medicaid programs is too recent to study trends of physician participation. However, the comparison between physicians' perceptions of the two types of managed care plans should provide some insight into the future of physician participation in managed care Medicaid programs. This study hypothesizes that if physicians participating in both commercial and Medicaid managed care plans believe that the plans are comparable in most ways, and if physicians participate in the commercial plans, then physician participation in Medicaid should increase as more Medicaid programs adopt the managed care model. Some understanding of Arizona's managed care Medicaid program, the Arizona Health Care Cost Containment System (AHCCCS), is necessary in order to serve as a context for this study. Arizona is the only state that requires virtually every Medicaid recipient to enroll in a managed care plan. Plans are selected through a competitive bidding process, which evaluates the plan's provider network, financial and human resources, and proposed rates that the plan submits to the state for the provision of required services. The state limits the number of plans that can contract in each county. For example, Maricopa County, where Phoenix is located, had seven managed care plans participating (the maximum number of plans allowed in that county) to provide Medicaid services in 1993, when this study was conducted. The Medicaid managed care plans use the same reimbursement approaches as commercial managed care plans, including capitation, discounted fee schedules, and certain risksharing mechanisms.
Background
Medicaid is a federally supported and state-administered medical assistance program, now covering approximately 36 million Americans nationally. In most Medicaid programs, enrollees obtain their medical care from any physician or hospital emergency room that will accept Medicaid payment. This is a typical fee-for-service model, whereby the health provider bills the Medicaid program directly and collects a heavily discounted fee.
Many states are moving toward a managed care model in the constant effort to control costs. The states that have some type of managed care Medicaid program in place generally limit enrollment to particular counties or cities, offer optional or mandatory enrollment in a designated area, or limit enrollment to members of certain programs within Medicaid (e.g., Aid to Families with Dependent Children). Arizona has the only statewide, mandatory managed care enrollment for Medicaid recipients.
The incorporation of managed care into the Medicaid program was intended to address the following problems: (1) lack of adequate access to primary care in many areas; (2) inappropriate use of hospital emergency rooms for routine care; (3) indiscriminate doctor shopping resulting in excessive utilization of services; and (4) excessive rates for inpatient hospital use compared to the general population (Freund and Neuschler 1986) .
Managed care is essentially a coordinating and rationing strategy designed to make the unique role of the primary care provider the key to cost control (Freund, cited in Freund and Hurley 1987) . The key elements include: limitations in the choice of provider; an attempt to modify patient utilization patterns through coordinating service delivery; and financial incentives and risk sharing to alter physician behavior and/or to encourage formation of new organizational entities (Spitz, cited in Freund and Hurley 1987) .
This study suggests that if commercial managed care plans and Med-icaid managed care plans are extremely similar -or if physicians' perceptions of them are similar -then recruitment and retention of physicians into both types of plans should also be similar. Although no previous studies have compared physicians' attitudes toward the two types of managed care plans, a review of the literature that considers physicians' attitudes toward Medicaid and toward managed care in general will provide insight into the variables that must be considered.
Physician Participation and Satisfaction with Medicaid
In previous studies that examined physician participation in fee-forservice Medicaid programs, the following factors were identified as affecting physician participation: the amount of reimbursement (Mitchell 1991; Davidson 1982; Gabel and Rice 1985; Sloan et al. 1978) ; the geographic proximity of physicians to Medicaid members (Fossett and Peterson 1989) ; cumbersome claim forms, payment delays, and administrative burdens (Davidson 1982; Sloan et al. 1978) ; and certain demographic characteristics of the physicians (Fox et al. 1992; Cromwell and Mitchell 1980; Perloff et al. 1987) . Physicians participating in these programs were more likely to be young, graduates of a foreign medical school, not board-certified, more liberal in attitude about the government's role in health care, and have lower practice costs as measured by the costs of nonphysician personnel (Perloff et al. 1986 ). Minimal research has been conducted on physician participation in managed care Medicaid programs to date. Silverstein and Kirkman-Liff (1995) found both similarities and differences in the reasons given for physician participation in AHCCCS, Arizona's prepaid Medicaid program, and factors determining participation in previous studies of feefor-service Medicaid programs. Participation in AHCCCS was affected by the amount of reimbursement, which is consistent with previous studies; the physicians' support of managed care (more specifically, the "type" of medicine that managed care allowed them to practice); and support for government's role in providing access to care for the medically indigent population. Unlike the studies from fee-for-service programs, there was no relationship between participation in Medicaid and demographic characteristics of the provider. The study suggested that physicians participating in Arizona's managed care program resembled the physician population in general in terms of age, number of years in practice, and location and type of medical training. Another factor considered in some studies of physician participation in Medicaid is the type of patient enrolled in the program. Overall, Medicaid recipients are lower income and less educated than the population as a whole; they are more likely to be young, minorities, and single-parent households. In general, physicians find Medicaid patients more difficult to care for (Davidson 1982) . The type of patient enrolled in Medicaid was found to be associated with physicians' satisfaction with their contracted Medicaid managed care plan, but not directly associated with participation in Medicaid (Silverstein and Kirkman-Liff 1995) .
Physician Participation and Satisfaction with Managed Care
Although there has been little research to date on physicians and managed care Medicaid, there have been quite a few studies examining physician satisfaction in commercial managed care plans. Factors affecting satisfaction vary across physician specialties, although some are constant across specialties. In general, practice patterns of primary care physicians are much more likely to be affected by managed care than those of specialists, because primary care physicians are more likely to be capitated or subject to other reimbursement mechanisms unique to managed care. In addition, they tend to be the gatekeepers in managed care systems, responsible for their patients' use of specialists, hospitalization, and ancillary services outside the primary care physician's office.
Perceived clinical freedom is a strong predictor of job satisfaction, with physicians fearing a loss of autonomy under managed care (Schulz et al. 1992) . Baker and Cantor (1993) found loss of autonomy to be an issue of concern among primary care physicians, but not among specialists. Their study also found that, as the proportion of revenue from managed care increased, the perceived ability of physicians to control their own work schedule declined (Baker and Cantor 1993) . Physician participation in management decision making has also been associated with satisfaction in managed care settings (Schulz and Schulz 1988) . Perhaps the perceived loss of clinical freedom can be compensated, to some degree, by increased management participation.
As in the case of physician participation and satisfaction with Medicaid programs, reimbursement type and amount are related to physician satisfaction in HMOs, with primary care physicians more likely than others to be paid on a capitated or salaried basis (Langwell 1990 ). Ellsbury and Montano (1990) found that physicians were slightly dissatisfied overall with capitation; however, physicians with a higher proportion of patients enrolled in a capitation-based plan had more positive attitudes than those with fewer patients.
Overall, it appears that primary care physicians are as satisfied in managed care settings as those physicians who are not affiliated with managed care plans. Although primary care physicians in HMOs were less satisfied than other physicians relative to autonomy, they were more satisfied with their ability to practice high-quality medicine than were other physicians (Baker and Cantor 1993). Schulz et al. (1992) found no significant differences among primary care physicians in satisfaction between caring for their HMO and fee-for-service patients.
Method
In the spring of 1993, a survey of 300 primary care physicians throughout the state of Arizona -representing 20 percent of the primary care physicians practicing there -was conducted to determine their attitudes and perceptions about both commercial managed care plans and Medicaid managed care plans. Primary care physicians included those physicians who defined their field of practice as general practice, family practice, pediatrics, or internal medicine. Fifty percent of the sample was randomly selected from lists of participating physicians provided by the AHCCCS-contracted health plans, and the remaining 50 percent of the sample was selected from the member lists of the State Board of Medical Examiners (M.D.s) and the Arizona Osteopathic Medical Association (D.O.s; all physicians appeared on only one list). Because the percentage of Arizona primary care physicians participating in AHCCCS was unknown, the stratified sample was used to ensure that an adequate number of physicians participating in AHCCCS was included in the study. Eligible respondents also were required to spend at least 50 percent of their time providing primary care services in Arizona.
Physicians were asked their perceptions of variables potentially related to participation and satisfaction with managed care plans, both commercial and Medicaid. Each physician respondent answered the same set of questions for both types of plans. A four-point Likert-type scale was used for the items; respondents were not offered a "neutral" or "no opinion" category.
One hundred ninety-three surveys were returned. Of these, 15 did not meet the criteria of at least 50 percent of their time spent in primary care delivery, and an additional 7 had since left practice, for a total of 171 completed, usable surveys (64 percent response rate). As the survey was examining physicians' perceptions of the two types of plans, not necessarily their direct experience, participation in either type of plan was not required in order to complete the survey. It was believed that physicians' perceptions of these plans would be important in their decisions regarding participation, regardless of whether their perceptions were based on actual experience. However, respondents were asked to omit one portion of the questionnaire if they did not participate in either type of plan. Only thirty-two respondents did not contract with any AHCCCS health plans, and eleven respondents stated that they had never participated in a commercial managed care plan.
Survey items could be categorized into four general areas: items related to administrative issues, such as the amount of paperwork and the complexity of plan rules and regulations; the type of practice under managed care, such as the physician-patient relationship and quality of care; reimbursement issues, such as promptness of payment; and the type of patient, including whether those patients are more demanding or require more of the physician's time. In addition, physicians were specifically asked their degree of satisfaction with participation in these plans. This question was asked only to those participating in one or both types of plans.
In order to compare the physicians' responses between types of plans (commercial managed care plans and Medicaid managed care plans), chi-square and corresponding significance tests were used to analyze the paired responses, and paired t-tests were used to compare means across groups. Factor analysis was conducted in order to summarize the survey items into aggregate variables, or underlying constructs. Using satisfaction as the dependent variable, a regression model was developed for each type of plan to identify the relative importance of predictor variables contributing to physician satisfaction with these plans. The factor scores were used as independent variables for the regression model.
Numerous studies have considered physician satisfaction within managed care environments, and at least one study has addressed the issue of physician satisfaction with managed care Medicaid plans. However, satisfaction with the two types of plans has not been examined simultaneously. Table 1 describes the demographic characteristics of the respondents; 81 percent were male, 19 percent were female. Ages of respondents ranged from seventy or older (n = 6) to younger than thirty (n = 2). The mean age of survey respondents was forty-five years old. Four respondents had been in practice only one year, and almost half (48 percent) had been in practice more than twenty-five years (M = 17, Mdn = 15). Most respondents were graduates of American medical schools. These demographic characteristics mirror the general population of family physicians in Arizona, which is 78 percent male and 22 percent female, with a mean age of 45.1, and over 87 percent American medical school graduates (Arizona Academy of Family Physicians 1995). 
Results

Physicians' Perceptions of the Two Types of Managed Care Plans
The intent of this analysis was to determine whether physicians' perceptions of commercial and managed care plans were similar or different.
Analysis of the physicians' responses for both types of plans using chisquare analyses indicates a strong relationship between the pairs of responses in every instance. Physicians who have favorable attitudes toward commercial managed care plans are also likely to have favorable attitudes toward Medicaid managed care plans. However, there is some difference related to the level of involvement in the two types of plans over the last three years. More than two-thirds of the respondents stated that the number of commercial managed care plans that they participate in had increased, compared to not quite half of the physicians who contract with more Medicaid managed care plans now than they did three years ago. This may reflect a preference for commercial managed care over Medicaid, or it may be related to more limited opportunities to participate in Medicaid managed care plans. Because the state of Arizona limits the number of plans available in each county, if a physician already contracts with most of the plans, then the opportunity to contract with additional plans will be greater among commercial plans. A relatively small minority of physicians stated that their participation in both types of plans had decreased in the last three years: 9 percent for commercial plans, and 8 percent for Medicaid plans. Twenty-three percent stated that their commercial participation had remained the same, compared to almost 19 percent who stated that their participation in Medicaid managed care plans had remained the same. Data were analyzed through paired t-tests to show differences across the means of the two groups of responses. As expected, responses were relatively uniform across both types of plans. Differences were evident primarily in those variables that related to the type of patient, as expected. Medicaid patients have a different profile from commercial HMO patients, as described previously.
There was no statistically significant difference between the overall attitude of physicians toward either commercial or Medicaid managed care plans. This variable did not consider whether that attitude was positive or negative, only if it was consistent for the two types of plans.
Patient Types/Characteristics. As expected, there is a difference related to the strength of the physician-patient relationship in the two types of plans. Approximately one-half of the respondents felt that commercial managed care patients develop a strong relationship with their physician, compared to only one-third of the physicians who believed that this is true among Medicaid patients (see Table 2 ).
Perhaps surprisingly, there was no statistically significant difference related to whether these patients are more demanding than others: 65 percent of the respondents believe that commercial managed care patients are more demanding than traditional fee-for-service patients, compared with 70 percent affirmative responses for Medicaid patients. There is a difference among the means regarding the amount of time that these patients require. Forty-two percent of the respondents felt that commercial managed care patients take more time than other patients, compared to more than two-thirds of the respondents who agreed that Medicaid patients take more time. This result is to be expected as it is generally believed that Medicaid patients are more acutely ill and may have more psychosocial problems that require additional physician time.
Type of Practice/Practice Characteristics. Some of the items that fall into this category are fundamental to a physician's attitude toward managed care. Quality of care, physician autonomy, and the type of medical practice that a particular clinical environment provides are all predictors of satisfaction within the managed care environment (Schulz et al. 1992; Schulz and Schulz 1988; Silverstein and Kirkman-Liff 1995) .
One emphasis of managed care is the availability of preventive health care services. There was no statistical difference across means for the two types of plans relative to their emphasis on preventive care. Sixtynine percent of the respondents agreed that preventive medicine is an emphasis of the commercial plans with which they contract, and 65 percent agreed that preventive medicine was emphasized in Medicaid managed care plans. Another important area of concern for physicians is quality of care. Again, there is no difference between the types of plans (see Table 2 ). Only about one-quarter of the respondents agreed that "these plans provide more consistent high-quality care than traditional fee-for-service care." This response does not indicate the physicians' opinions about the quality of care, only that it is not consistently higher than traditional fee-for-service care in either type of plan.
Administrative Issues. The means for the responses related to the complexity of plan rules and regulations was not statistically significant. The majority of physicians, more than three-quarters, believe that plan rules and regulations are too complex for both types of plans.
Reimbursement. Reimbursement has been identified as perhaps the most important factor related to physician participation and satisfaction with managed care and Medicaid. Respondents in this study, for the most part, felt the same about reimbursement from both commercial and Medicaid managed care plans: it's too low. There is no statistical difference across the means for the statement, "these plans reimburse me adequately." Sixty percent of the respondents do not feel that they are reimbursed adequately by commercial managed care plans, compared to 57 percent who believe that Medicaid plans do not reimburse them adequately. Again, there is no difference relative to promptness of payment. Perhaps surprisingly, slightly more physicians feel that they are paid promptly by Medicaid managed care plans than by commercial plans (71 percent and 69 percent, respectively; see Table 2 ). This is particularly interesting because delays in payment have been cited as one reason for lack of physician participation in fee-for-service Medicaid programs (Yudkowsky et al. 1990 ).
Responses are statistically significant relative to beliefs about whether or not it makes economic sense to contract with these plans. Almost three-quarters of the respondents feel that it makes economic sense for them to contract with commercial managed care plans, compared to 58 percent who feel that contracting with Medicaid managed care plans is financially worthwhile.
Predictors of Satisfaction with the Plans: A Comparison
Respondents who participate in either commercial or Medicaid managed care plans (or both) were asked to rate their general satisfaction with these plans. Using this response as the dependent variable, a regression model was developed for each type of plan. If, in fact, the predictors of satisfaction were similar for both commercial and Medicaid managed care plans, then a physician who participates and is satisfied in one type of plan should, in theory, participate and find satisfaction in the other type. Instead of using the large number of possible variables included on the survey instrument that could affect satisfaction with these plans, factor analysis was used to aggregate the data. (Factor analysis is a statistical method that reduces and summarizes data, determining the constructs underlying the variables. The factor score for each grouping of variables is then used as the independent variable in multiple regression.) Three factors emerged from the factor analysis: (1) reimbursement and the type of practice under managed care; (2) the type of patient/patient characteristics; and (3) geographic location/proximity of practice to patients covered by these plans. The three factors accounted for 51.5 percent of the variance for Medicaid managed care plans, and 48.7 percent for commercial plans. Factor 1, which accounted for the largest percentage of variance for each type of plan, included the following variables: attitudes toward these plans in general, strength of doctor-patient relationships, whether it makes economic sense to contract with these plans, promptness of payment, adequacy of payment, and emphasis on preventive medicine. Factor 2 was composed of patient-related variables: the degree to which these patients are more demanding, break appointments more frequently, are compliant, and are disruptive to other patients. Only one variable loaded on Factor 3, the response to "few members of these plans reside in my practice area"; however, it accounted for enough variance to warrant its inclusion in the regression model. The responses relating to plan administration, such as the amount of paperwork and rules and regulations, did not constitute a factor. These factor scores served as the independent variables; the results of the two regression models were then compared.
Satisfaction with the Plans. The regression models for both commercial managed care plans and Medicaid managed care plans yielded very similar results. Of the three factors entered into the model, reimbursement and type of practice (Factor 1) were the primary determinants of physician satisfaction for both commercial and Medicaid managed care plans ( p < .0001 for each model). Physicians' beliefs about these patients (Factor 2) were the second most important variable ( p < .001 for Medicaid plans and p < .0001 for commercial plans). Geographic location/proximity was not statistically significant in the model. The strength of the relationship for each of these models was quite high (R 2 = .43 for Medicaid plans and R 2 = .53 for commercial managed care plans).
Discussion
Managed care Medicaid is growing rapidly, as states attempt to control escalating health care costs. Although studies of traditional Medicaid programs have indicated a declining pool of physicians willing to participate fully in the program, that is, to accept all Medicaid patients in need of services, it is only recently that physicians' reactions to managed care Medicaid have been examined (Silverstein and Kirkman-Liff 1995) . The findings here suggest the possibility that the ease or difficulty in implementing Medicaid managed care in certain geographic areas of the United States may be related, in part, to physicians' general acceptance of, and exposure to, managed care.
Market penetration of managed care varies widely by geographic area. As of 1993, the states with the highest penetration of managed care, Massachusetts and California, had 39 percent and 36 percent, respectively, of their residents enrolled in HMOs. Alaska, West Virginia, and Wyoming had no operating HMOs in 1993 (Marion Merrill Dow 1993 . The presence of managed care in an area and its effect on physician participation have been addressed previously by Welch and Miller (1988) . Their study found that physician participation in existing mandatory Medicaid HMOs (where all Medicaid recipients are assigned to a man-aged care plan) is less than in fee-for-service Medicaid in areas where the HMO market share in the general population is small, but it rises dramatically in areas of high HMO penetration.
Physician responses in this study were relatively consistent across groups: Physicians who tended to find some positive aspects of commercial managed care plans shared the same beliefs about Medicaid plans. Reimbursement is the most important factor determining physician satisfaction with both commercial and Medicaid managed care, and is also a primary determinant in physician participation in Medicaid, both fee-forservice and managed care.
One of the more surprising findings is the consistency of responses across questions related to the type of patients in these programs. Although there was a statistically significant difference in their responses regarding the strength of the physician-patient relationship formed by enrollees of the two types of plans, it is interesting to note that the respondents found commercial managed care patients and Medicaid managed care patients equally demanding, and more demanding than their fee-for-service patients. There is little evidence from previous studies to suggest that physicians find their commercial managed care patients to be different from any other patients. Reimbursement is not considered to be adequate across plans, yet the number of physicians participating in managed care plans continues to grow in areas of the country where market penetration of managed care is increasing. Because reimbursement appears to be the primary factor determining satisfaction and participation in the majority of studies, perhaps the issue here is one of semantics. It is possible that given the trend toward discounted fees paid by every payer -with Medicare leading the way -physicians may feel that reimbursement amounts are not adequate, but they are willing to accept them. Another possible explanation may be that physicians are willing to "exchange" some reimbursement for promptness of payment; respondents indicated that both types of managed care plans pay promptly.
Finally, the similar results of the regression models examining satisfaction with the two types of plans confirm the findings here that physicians' perceptions of the commercial and Medicaid managed care plans in Arizona are remarkably alike, and physicians' responses toward one are fairly consistent with their responses toward the others, with some exceptions as noted. The same factors that led to satisfaction with commercial managed care plans also were related to satisfaction with Medicaid managed care plans. In geographic areas with high managed care penetration, recruitment and retention of physicians into managed care
Medicaid programs should not be considerably different from that of commercial plans, suggesting that the trend toward declining physician participation in Medicaid programs may be ending. In areas where there is less managed care, such as rural areas throughout the country, parts of the South, and the Rocky Mountain states of the West, implementation of Medicaid managed care programs may be made considerably more difficult by having to enlist physicians' support of not only Medicaid but managed care as well.
Conclusion
The results of this study suggest that there may not be two distinct markets -a private and public market -that have served as the frameworks for most of the studies on physician participation in Medicaid (Sloan et al. 1978) . Instead, there seems to be considerable overlap between the commercial and Medicaid managed care markets. If, in fact, two separate markets exist, they are possibly a "managed care market" including both Medicaid and commercial plans, and a "fee-for-service market" composed of self-pay patients and indemnity insurers. In the managed care arena, particularly in a competitive managed care market, physicians are no longer price setters, even in the private sector. Managed care plans set the payment levels, and primary care physicians are free to accept or decline them.
There are some limitations to this study that should be addressed. Because the study was conducted only in Arizona, it cannot be generalized to other regions of the country. In addition, the sample size is small and physicians participating in AHCCCS health plans were heavily represented in the sample, although a random stratified sampling procedure was used.
The findings do raise interesting questions for further study. It is possible that managed care Medicaid programs bear more similarities to commercial managed care than to traditional fee-for-service Medicaid programs. If this is the case, then there are significant implications for physician recruitment and retention into Medicaid managed care programs. Given the increase in commercial managed care nationally, as well as the growth of Medicaid managed care across the states, it seems likely that if physicians have similar perceptions of both types of plans, and if that perception is reasonably positive, then physician participation in Medicaid managed care should increase. It is possible that the 1990s may reverse the decline of physician participation in fee-for-service Medicaid experienced over the last two decades. As described previously, this effect is likely to occur in geographic areas of the country where physicians are already participating in commercial managed care plans, and likely to have less impact in areas with little managed care penetration.
In addition to suggesting that the trend in declining physician participation in Medicaid may be reversed, the findings of this study suggest that Medicaid managed care is likely to attract the same physicians who participate in commercial managed care plans. Traditionally, physicians participating in Medicaid have been more likely to be young, foreign medical graduates, and not board-certified (Perloff et al. 1986) . In this study, physician respondents were demographically similar to the profile for primary care physicians in Arizona as a whole. If physicians perceive both types of plans to be comparable, then Medicaid managed care plans should attract the same physicians who participate in commercial plans. A network of physicians that overlaps both commercial and Medicaid plans accomplishes the goal of mainstreaming: the inclusion of Medicaid patients into the traditional private sector health care system.
In recent years, there has been considerable research on managed care. Because Medicaid managed care programs appear to have more in common with commercial managed care than with fee-for-service Medicaid, lessons learned by these commercial plans, particularly related to recruitment and retention of physicians, may have important implications for states as they enter into Medicaid managed care.
